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A REVIEW OF CASES OF CHRONIC APPENDICITIS.* 
With Especial Reference to Associated Digestive disturbances. 

ESPY M. WILLIAMS, M. D. 

Surgeon to St. Mary’s Hospital, Patterson, La. 


Our records show that during the past fif¬ 
teen months ( to January 1, 1909) there were 
forty-one operations done on the appendix. 
These are to be divided as follows: 2 cases of 
acute suppurative perityphlitis; 14 of chronic 
appendicitis, in various forms to be enumer¬ 
ated later; and 25 in which the organ was 
removed as an incident in operations for other 
causes, and in which the appendix itself was 
not apparently diseased. The 14 cases of 
chronic appendix are divided as follows: 3 
of Fibroid Degeneration; 1 of Obliterative 
Appendicitis following one acute attack; 4 of 
Peri-Appendicitis, in two of which the organ 
was adherent to the right uterine adnexae; 
3 of Relapsing Appendicitis with adhesions, 
in 2 of which a small intramural abscess was 
present; and 3 of Appendiceal Colic.. 

Both of the acute pus cases mentioned were 
based upon old lesions which had gone un¬ 
recognized. In one of these the patient was 
a frequent sufferer from attacks of what had 
been considered acute indigestion. In the other 
the appendicitis followed shortly upon an at¬ 
tack of typhoid fever, which latter had its 
onset with some localizing signs in the right 
iliac fossa; and the patient gave a history of 
having suffered during five or six previous 
years from chronic indigestion and “bilious¬ 
ness,” with occasional seizures of what were 
thought to.be intestinal colics. In the first 
of these the pus was at operation free in the 
cavity. The appendix subsequently came away 
in the pus. Recovery here was somewhat 
retarded by a deep abscess which subsequently 


ruptured into the rectum and healed spon¬ 
taneously. The patient had since (one year ) 
had no attacks of “acute indigestion.” In 
the other pus case the infection was localized 
and was evacuated through an incision mainly 
extraperitoneal. The appendix was not 
searched for and did not come away later. For 
five months the patient was free from any 
inconvenience, but has recently had recur¬ 
rence of his old “indigestion” which we ex¬ 
pect to relieve by removal of the appendix. 
These two cases are detailed here, notwith¬ 
standing the caption of the paper, owing to 
the undoubted antecedents of chronicty in 
both. 

In the 14 chronic cases the duration of symp¬ 
toms was from 11 years in the longest to 4 
months in the shortest of the histories. His¬ 
tory of an acute attack was elicited in 4 and 
in 1 there was a history of a one-week attack 
of typhoid fever, which was doubted. In the 
remaining 9 cases there was no obtainable 
history of any previous inflammatory attack. 

McBurney’s incision was used in 2 cases; 
a low muscle-splitting incision in 2; Battles’ 
incision in 5; median incision in 4 and Pfan- 
nensteil in 1. 

The appendix was sub-cecal in 2; to the 
inner side in 8; pelvic in 2; pointing upward 
and inward under the liver in 1 ; and to the 
outer side of the cecum in 1. 

The technique of removal varied. In 1 the 
organ was removed together with the right 
tube and ovary. In 2 it was necessary to 
divide it at its base and shell it out of its 


* Read before the Attakapas Clinical Society, Crowkj, La., jamiary 16, 1909. 
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serous coat. There was nothing of note in 
any of the remaining 11. The treatment of 
the stump in 13 cases was by catgut ligature, 
touching the stump with carbolic acid and in¬ 
version with purse-string of celluloid linen, 
using the long end of this latter in reinforc¬ 
ing the pucker in the cecum and in whipping 
over the divided mesenterolium. In 1 case 
the caput was so covered by new tissue at 
the point of origin of the appendix that a 
purse-string would not have been safe. In 
this instance Fowler's method was used. 

Cigarette drainage was used in 2 cases, in 
both of which a small intramural abscess was 
ruptured at the time of operation. The length 
of time consumed at operation was 1 hour 
10 minutes in the longest and 12 minutes in 
the shortest cases; an average of 32 minutes. 
There were no deaths in the series. 

The length of time during which patients 
remained abed after operation varied from 12 
days in the longest to 48 hours in the shortest 
instances. Ether was the anaesthetic used 
(as, .through choice, it is in all work here).. 
Recoveries were uneventful, and unaccom¬ 
panied by pain, tympany or any other of the 
post-operative inconveniences too frequently 
met with. This is a point which leads to the 
digression of a moment, to speak of prepar¬ 
atory and post-operative treatment; which is 
without doubt responsible in a large degree for 
the comfort after operation in, what may be 
termed, these “elective” cases. Patients are 
put to bed only the night before operation and 
are given a dose of castor oil, in amount from 
one to two ounces. This is all the purgation 
they get. Enemas have not been necessary. 
A full diet is given up to the morning of oper¬ 
ation, absolute starvation except for some nu¬ 
tritive elixir and plenty of water beginning 
after supper the night before. Stimulation 
by strychnine or digitalis has thus far not 
been necessary in anv case. 

After operation in cases in which many 
adhesions have been found small doses of cal¬ 
omel are begun at the end of 12 hours and 


peristalsis is constantly encouraged, with the 
hope of lessening the reformation of adhe¬ 
sions. There is no danger of rupture at the 
appendiceal point in these cases, and, so far 
as we can see, peristaltic rest is not indicated. 
Except in those cases where adhesions have 
been found we do not as a rule give a purga¬ 
tive after operation. The bowels usually move 
spontaneously in a few days, four or five at 
most. If this does not occur, or if the patient 
complains of any slight discomfort due to con¬ 
stipation, a saline and an enema are admin¬ 
istered. Codeine has always relieved the 
slight wound pain always felt, and bromide 
of potash or soda has induced rest and quiet 
in nervous patients. In no case thus far oper¬ 
ated on has morphine been necessary. 

Except where absolutely contraindicated, in 
this as well as in all other of our abdominal 
work, semi-solid food is given as soon as pos¬ 
sible (usually in thirty-six or forty-eigh' 
hours) after operation. A slop diet will in¬ 
crease tympany and delay convalescence 
Meddlesome nursing (overnursing) is not al¬ 
lowed. In other words without, of course, los¬ 
ing sight of the gravity of these operations per 
sc, we aim as nearly as possible to consider 
them simply as incidents following in the or¬ 
dinary course of events, the patient being dis¬ 
turbed from his customary routine as little as 
possible. 

Iodine catgut is used throughout except in 
the serous suture where Pagenstecher linen 
in used. In patients with heavy abdominal 
walls two or three catgut sutures relieve ten¬ 
sion. 

The point of greatest interest in these chron¬ 
ic cases has been the persistent “dyspepsia” 
from which all patients were sufferers prior 
to operation, and the almost surprising com¬ 
pleteness of cure which has followed removal 
of their appendices. In cases 1, 2 and 3 (as 
grouped, not in order of operation) the organ 
had undergone fibroid degeneration. There 
was no history of an acute attack in either of 
the three. 
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The symptom-complex of the indigestion was 
irregular, the three most marked symptoms, 
common to all, being frequent attacks of flat¬ 
ulence with the distension most pronounced in 
the right iliac region and along the entire right 
side; loss of weight and an increasingly stub¬ 
born constipation. In one of these there was 
epigastric discomfort and burning; in the other 
two the flatulence was accompanied by diffuse 
abdominal soreness. There was gradual loss 
of appetite in all, with occasional nausea. In 
none of these three cases was there any ten¬ 
derness over the appendix itself, the spot of 
greatest sensitiveness being to the right of and 
slightly below the umbilicus. In two there 
was a frequently recurring sense of discomfort 
in the appendiceal region; in one this sign was 
absent. 

In case 4 an acute seizure had occurred 
seven years before. There was a persistent 
flatulent dyspepsia with such marked disten¬ 
sion in the right iliac region that when the 
patient was first seen she gave the appearance 
of having a large tumor in this situation. 
Constipation was most obstinate. There was 
diffuse soreness over the entire abdomen at 
all times. No nausea, nor vomiting. At oper¬ 
ation the appendix presented an almost normal 
appearance. After removal its lumen was 
found to be obliterated throughout almost its 
entire length, being patulous only near the 
base for a distance of half an inch from the 
cecum. 

In cases 5 and 6 the symptoms were of the 
same order as in 4, though not so pronounced. 
In addition there was severe dysmenorrhea. 
In one of these the appendix was adherent to 
the right ovary; in the other, to the upper 
anterior face of the right broad ligament. In 
both these cases the symptoms were relieved 
by restoring the adnexae to as nearly normal 
cpndition as possible and removing the appen¬ 
dix. It was not possible in either case to 
decide whether the appendiceal lesion succeed¬ 
ed or antedated the pelvic inflammation. 


In case 7 there was a history of typhoid 
fever of one week’s duration, which had oc¬ 
curred one year previously. From the short 
duration of the symptoms and the sharp 
course of this seizure, its nature as stated was 
doubtful. The patient complained of gastric 
distress after eating, and occasionally between 
meals. There were frequent intestinal colics 
during which flatulence was annoying, and 
constipation was troublesome. She occasion¬ 
ally vomited her meals. At operation the ap¬ 
pendix was found adherent along the posterior 
with its tip near the liver. Its removal re¬ 
lieved all symptoms. 

Cases 8, 9 and 10 each gave a history of 
previous acute appendicitis. In 8 the first at¬ 
tack had taken place eighteen months previ¬ 
ously, and there had been three subsequent 
seizures of appendiceal pain with vomiting, but 
no temperature. Appetite had become uncer¬ 
tain ; constipation had succeeded upon previ¬ 
ous regularity of bowels; flatulent dyspepsia 
was annoying and fourteen pounds weight 
had been lost since first illness. At operation 
a thick and congested appendix was found, 
adherent to the ileo-colic fold, and surrounded 
by a small amount of sero-sanguinous fluid. 
Fecal enteroliths were present. 

In case 9 the first attack had taken place 
six years before. There had been frequently 
recurring attacks of colic since, and a sharp 
inflammatory seizure two months before oper¬ 
ation. Indigestion, with flatulence and con¬ 
stipation, had been slightly troublesome dur¬ 
ing the past three years. There was but little 
loss of weight. At operation the appendix 
was found embedded in the retro-colic fossa 
and densely adherent. There was a very small 
intramural abscess situated near its base, which 
ruptured during delivery. In case 10 the first 
attack had occurred four months prior to oper¬ 
ation. Since this there had been no definite 
recurrence, but a constant sense of soreness 
in the appendiceal region. There was decided 
indigestion with loss of weight, but no con- 
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stipation, the bowels being irregular and the 
stools occasionally diarrheic. At operation 
the appendix was found to the outer side of 
the cecum and adherent to the peritoneum 
along the iliac crest. In this case also there 
was a small intramural abscess, situated near 
the tip of the organ. 

Cases 11, 12 and 13 had each had from time 
to time, attacks of appendiceal colic but never 
any inflammatory seizure. All suffered with a 
slight amount of tenderness over the appendix 
and there was flatulent dyspepsia in each with 
constipation in 2. In 1 constipation al¬ 
ternated with diarrhea of one or two 
days’ duration, beginning with the colic. 
The diarrhea in this case was of a lienteric 
character. The appendices in 11 and 12 were 
apparently normal but contained fecal enter¬ 
oliths. Enteroliths were also found in 13 and 
the organ was adherent by its tip to the peri¬ 
toneum covering the psoas-iliacus muscle. 

Case 14 had suffered from attacks of sub¬ 
acute indigestion since the age of 13 years. 
During the intervals she was never entirely 
free from abdominal fullness and discomfort. 
The appetite was good, but there was a dis¬ 
inclination for food owing to a knowledge of 
difficulties to follow. This would assume at 
times the form of a mild acute gastric indi¬ 
gestion with nausea and vomiting, the reflex 
ceasing after emptying the stomach: or, an 
hour or more after eating, there would be dif¬ 
fuse abdominal puffiness with soreness, and 
gurgling. No history could be obtained of 
any previous inflammatory attack, but at 
operation the densely adherent appendix gave 
its own testimony in this regard. In this 
case the findings were entirely accidental, 
there being no suspicion attached to the appen¬ 
dix, and the operation being undertaken for 
the relief of a retro-displacecl uterus as a sup¬ 
posed cause of her trouble. 


As a cause of acute disease the role played 
by the appendix is hardly underestimated at 


this time. There can be no question, however, 
that too little attention is given to it as a 
cause of processes other than inflammatory, 
but nevertheless serious in their effects upon 
metabolism. Estimated as it roughly is, that 
fifty per cent, of digestive disturbances 
are of a medical nature and that the remain¬ 
ing fifty per cent, are surgical; with their 
causes principally divided between the appen¬ 
dix, the gall-bladder and the surgical lesions 
of the stomach itself; the appendix should 
command somewhat more of attention than is 
generally given it. Almost all of the cases 
enumerated above were treated medically from 
time to time and with no benefit so far as 
complete cure was concerned. In most of 
these the true underlying cause was arrived 
at without more than ordinary difficulty; in 
some it was accidentally discovered. The num¬ 
ber of cases is too small to have enabled us' 
to determine just what symptom-complex to 
look for in making the diagnosis. As a rule 
we would expect this to be of an irregular 
character, with the majority of symptoms 
pointing to some intestinal derangement. The 
indigestion of food seems to aggravate most 
cases, though not all. Flatulence is a common 
symptom to all and constipation is the rule. 
Distension seems to be most noticeable in the 
right lower quadrant or along the entire right 
side of the abdomen and there may or may 
not be tenderness over the appendix itself. In 
no case has there been any rigidity. In the 
fibroid appendix the tenderness is over the 
right lumbar ganglia and not over the appen¬ 
dix, which is situated at some distance from 
this point. It would appear that as in acute 
appendicitis the gastro-intestinal symptoms are 
in the main reflex, so in these chronic cases 
the symptoms are very much on the same 
order, though, of course, widely different in 
degree. It is from this point that we usually 
work. We would, on the whole say, however, 
that given the case of an individual otherwise 
healthy, who has for a longer or shorter time 



WILLIAMS: CHRONIC APPENDICITIS. 


complained of such symptoms as those above 
noted, especially if at any time prior to their 
onset he has suffered an abdominal crisis of 
any severity; and if, in addition, he has been 
treated medically by an attendant of capability 
and without avail, an exploratory operation 
would be advised, with the expectation of 
finding a diseased appendix. 

It is with the assurance that the disturbances 
that may be produced by the appendix on the 
gastro-intestinal canal and the general health 
of the patient are just beginning to be appre¬ 
ciated, that this subject is brought for discus¬ 
sion tonight. We must operate now much 


in 

more frequently than heretofore in this class 
of cases, and many more most gratifying cures 
in abdominal surgery will accrue. 

We would submit, finally, that it is well 
for the operator to remove the appendix in 
cases deliberately operated upon with that 
point as a focus, notwithstanding the fact that 
the organ in the hand and under the eye does 
not appear to be diseased. It is the better 
plan to give to the appendix the benefit of the 
doubt, since oftentimes the disturbances pro¬ 
duced are disproportionate to the deductions 
that might be made from the degree of path¬ 
ological change. 



